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ABSTRACT
Rationale: UK specialist medical care (SMC) for paediatric Chronic
Fatigue Syndrome (CFS/ME) includes behavioural approaches
(Graded Exercise Therapy; Activity Management) and Cognitive
Behavioural Therapy for fatigue (CBT-F). Treatment is suboptimal
with a third of children not recovering after 6 months of SMC.
Many families seek alternative treatments at personal cost,
including the Lightning Process (LP). Evidence shows LP can
improve patient outcomes, though this intervention is not widely
known/understood.
Objectives: To describe LP in comparison with SMC approaches in
order to identify distinct elements, inform clinicians about
treatment options, and generate hypotheses around effectiveness.
Methods: Theoretical comparison including stakeholder
consultation.
Results: While overlaps with SMC approaches were identified, and
CBT-F in particular, distinct elements of LP were its focus on
language style, neurophysiological rationale, affective/
physiological change technique and mode of delivery.
Conclusion: This theoretical comparison identified distinct
elements of LP which could be explored in future interventions or
research aiming to improve clinical outcomes for children with










There is limited evidence of effective treatment for paediatric Chronic Fatigue Syndrome/
Myalgic Encephalomyelitis (CFS/ME), compounded by the wide variety of possible causal
factors of CFS/ME, and lack of clear evidence around these [1]. Cognitive Behavioural
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Therapy for Fatigue (CBT-F) and two behavioural treatments, Graded Exercise Therapy
(GET) and Activity Management (AM), have been recommended by the National Institute
for Health and Care Excellence (NICE) [2] and offered within UK specialist medical care
(SMC). All these approaches provide treatment and advice to improve sleep and pain.
All three approaches in paediatric settings are designed to support children to convert
a ‘boom-bust’ pattern of activity to a more stable pattern of activity which can then be
gradually increased. However, these behavioural treatments have only been trialled in
adult populations [3]. While CBT-F has been shown to be effective for treating CFS/ME
in young people [4–6], around a third do not recover after six months [5]. Though GET
and AM have been recommended, there is little evidence of effectiveness in the paediatric
population [7,8]. A review of the NICE guidance is currently underway (revised guidelines
are due to be published in late 2021) [9]. There is a clear need to improve treatments for
paediatric CFS/ME.
The Lightning Process® (LP) is a trademarked, commercially-available alternative inter-
vention for multiple conditions, including CFS/ME [10–13] with around 1000 people
accessing it each year globally (600 in the UK; two thirds for CFS/ME) [14], at personal
cost. The SMILE (feasibility and full) Trial provided evidence of the effectiveness of LP in
improving outcomes in paediatric CFS/ME treatment if given in addition to SMC [15–
17]. The trial found that compared to those receiving SMC, young people receiving
SMC + LP had:
. Improved physical function at 6 months: Short-Form Health Survey Physical Function
Subscale (SF-36-PFS) adjusted difference in means 12.5 ([95% CI 4.5, 20.5], p = 0.003),
increasing to 15.1 (95% CI 5.8, 24.4, p = 0.002) at 12 months.
. Reduced fatigue: Chalder Fatigue Scale (adjusted difference in means −4.7 [95% CI
−7.9 to −1.6], p = 0.003) and reduced anxiety: Hospital Anxiety and Depression Scale
(HADS) (−3.3, [95% CI: −5.6, −1.0], p = 0.005) and Spence Children’s Anxiety Scale
(−8.7, [95% CI: −16.9, −0.5], p = 0.039), at 6 months, continuing at 12 months.
. Reduced depression at 12 months: HADS adjusted difference in means (−(1.7 [95% CI
−3·3, −0·2] p = 0.030).
. Reduced pain scores at 6 and 12 months (though confidence intervals were wide).
. Improved school attendance at 12 months (adjusted difference in means 0.9 days of
school per week [95% CI 0.2, 1.6] p = 0.018).
The trial also reported evidence that combining SMC with LP was cost-effective and no
serious adverse events attributable to treatment were reported within the trial. A recent
systematic review of LP effectiveness for any condition [18] found all studies showed
benefit from the intervention, commonly for a majority of participants, though concluded
that more research is needed as beyond the SMILE Trial, the evidence is mainly comprised
of surveys and anecdotal reports. Two qualitative studies have investigated patient
experiences of LP for CFS/ME. Reme et al [19] interviewed young people (aged 14–26
years), who reported helpful aspects of the approach (e.g. theoretical rationale, practical
exercises) and less helpful aspects (e.g. intensity, short duration). Sandaunet et al [20]
interviewed adults, who reported mixed experiences of the intervention and one
review focused on paediatric CFS/ME [21] including LP and healthcare practitioner
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interviews, and reported that LP is positively regarded though intervention content is
vaguely defined.
Before further trials of LP for paediatric CFS/ME are conducted, we need a better under-
standing of what the intervention involves and how it compares to current treatments
employed in SMC. Understanding the ways interventions are similar as well as different
can enable hypotheses to be generated about what is unique and potentially effective
in any one approach [22]. It can also help to specify and operationalise what the interven-
tion is and how it is differentiated from existing treatments for the purposes of testing in
future intervention studies and for explaining to patients the range of treatment options.
LP draws from multiple disciplines and techniques, some with limited evidence base
(e.g. Neurolinguistic Programming [NLP]), which has contributed to scepticism about
the approach [23]. The designer of LP describes it as addressing dysregulated physical
stress responses that can serve to maintain conditions such as CFS/ME, proposing that
LP improves neurology, drawing parallels with literature on the physiological effects of
psychological techniques such as mindfulness [24]. This remains theoretical at present
due to a lack of evidence.
We set out to describe and define LP in the context of established SMC for paediatric
CFS/ME available in the UK National Health Service (NHS). Specifically, we aimed to ident-
ify similarities and differences between LP, CBT-F, and the behavioural treatments, GET
and AM, with respect to the key elements of these interventions. The purpose was to
identify possible avenues to explore in future research aiming to enhance NHS patient
care as well as to inform clinicians about treatment options available for families.
Methods
Two comparative tables of key components of LP, CBT-F and behavioural treatments for
paediatric CFS/ME were populated by the lead author (EA), a researcher with a back-
ground in Health Psychology and intervention testing and development. The tables
were based on key elements of the TIDieR template (the why/what/who/how/where/
when) of interventions [25] to describe the mode of delivery, theoretical conceptualis-
ation of the problem, key therapeutic content and rationale (theoretical mechanisms of
effectiveness) of each intervention approach. We utilised published information which
detailed the approaches. For LP details, information was gathered from LP books, web-
sites and publications describing the approach [10–13,16]. This was supplemented by
observations made by the lead author shadowing a three-day course (June 2018)1 and
discussions with LP practitioners – two of whom are co-authors (PP, FF). SMC details
were drawn from NICE guidelines [2], Magenta Trial protocols for AM/GET [26], and
PACE protocols [27,28] for further details (though PACE was designed for adults with
CFS/ME). This was supplemented by observations made by the lead author shadowing
SMC sessions at a specialist paediatric CFS/ME clinic in an NHS hospital (25/07/18 and
06/08/2018) and discussions with paediatric CFS/ME clinicians – three of whom are co-
authors (JS, ML, EC).
These initial comparative tables, together with a written summary of LP, formed the
basis of a stakeholder consultation to discuss and refine the differentiation of intervention
approaches. This consultation process included email exchanges, individual discussions
and a 1-hour group meeting (held on 14/02/2019) comprising of: LP designer (co-
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author PP) and LP practitioner (co-author FF), medical clinical lead of a specialist paedia-
tric CFS/ME NHS service (co-author EC), two clinical psychologists who deliver CBT within
the NHS service (co-authors ML, JS) and three independent researchers (lead author EA,
and co-authors RB, LB). In the group meeting, the lead author presented the initial
tables and the LP practitioners and NHS clinicians discussed the key elements in more
detail, advised on any changes to be made, and via discussion reached consensus on
the elements that were similar and distinct between interventions based on their clinical
expertise. The tables and descriptive comparisons presented in this paper were refined
within and after this meeting in collaboration with these key stakeholders/co-authors
to ensure the core elements of each treatment approach were captured.
Results
Mode of delivery
Differences in the mode of delivery of LP compared to SMC approaches are found in the
format, practitioner background, intervention location and mode of access, as presented
in Table 1. Key differences are described below
SMC treatments, whether CBT-F, GET or AM, are typically delivered to patients indivi-
dually, usually with the parent/carer present (family-focused therapy [29]) over 6–12
weekly/fortnightly sessions. LP is typically (though not exclusively) delivered as a
group, often including different issues, not solely CFS/ME, and always delivered inten-
sively over three consecutive days. SMC approaches frequently (but not always) include
parental/carer involvement in treatment sessions whereas in In LP, parents/carers take
an observer role (though can ask questions).
SMC approaches are delivered by NHS clinicians such as Clinical Psychologists (mainly
CBT), Occupational Therapists or Physiotherapists (mainly behavioural treatments) with
specific additional training to work with paediatric CFS/ME. LP practitioners have mixed
professional backgrounds, (e.g. management/education/marketing/coaching/law/com-
munication and allied healthcare professions) and undergo months of LP-specific training
(see Table 1). While not a requirement, many LP practitioners (anecdotally, two thirds)
have recovered from CFS/ME or other problems using LP, and disclose this to clients
(true for both SMILE Trial LP practitioners). While CBT training promotes self-reflection
and practice [30,31], it is not usual practice for NHS therapists to disclose personal experi-
ences of illness or treatments they deliver.
Intervention content
Our comparison identified similarities and differences in intervention content– see
Table 2. The closest comparisons are drawn between LP and CBT-F, forming the larger
part of these results. It is to be noted that CBT-F incorporates similar behavioural
approaches as GET and AM (shown in Table 2), while additionally addressing cognitions.
Pre-course assessment: diagnostic suitability versus readiness for change2
Criteria for being offered ongoing care after assessment differ between LP and SMC
approaches; LP assessment focuses on psychological readiness to engage with the
82 E. C. ANDERSON ET AL.
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Why Conceptualising the problem
NB: All approaches recognise multiple
(biopsychosocial) triggers for CFS/ME
and focus on conceptualising





• Elevated state of alertness and
persisting activation of the sympathetic
nervous system
• Some recognition that secondary
mental focusing may also reinforce
unhelpful neurological pathways
Illness model of:
(1) Boom and bust pattern of activity (doing too
much on ‘good’ days when have energy, leading
to payback where able to do far less) leading to
(2) Symptom focus and fear avoidance.
(3) Sleep dysregulation exacerbates fatigue
Specifically:
• Overexertion on days when feel more able
overloads ability and patient suffers payback on
subsequent days. Cycle continues without
improvement
• Fatigue and muscle pain lead to activity
avoidance
• Resting more = deconditioning (can
exacerbate symptoms)
• Sleeping more/less reduces sleep quality and
contributes to fatigue. Common for patients to
nap during the day, further affecting quality of
night-time sleep.
• Combined with cognitive elements
e.g. increased focus on symptoms = fear of
activity (might exacerbate symptoms). Fears
that symptoms = severe illness = further
reductions in activity.
Illness model of:
1) Boom and bust pattern of activity
based around physical exercise.
2) Sleep dysregulation exacerbates
fatigue
Specifically:
• Overexertion on days when feel more
able overloads ability and patient
suffers payback on subsequent days.
Cycle continues without improvement
• Sleeping more/less reduces sleep
quality and contributes to fatigue.
Common for patients to nap during the
day, further affecting quality of night-
time sleep.
Illness model of:
(1) Boom and bust pattern of activity based
around all types of activity (including
physical, cognitive, emotional)
(2) Sleep dysregulation exacerbates fatigue
Specifically:
• Overexertion on days when feel more able
overloads ability and patient suffers payback
on subsequent days. Cycle continues
without improvement)
• Sleeping more/less reduces sleep quality
and contributes to fatigue. Common for
patients to nap during the day, further
affecting quality of night-time sleep.
Basic model of illness
maintenance/problem
Primarily physiology (implicit
behavioural and cognitive maintenance
elements, though the LP would not use
these terms)
Physiology + Behaviour + Cognition Physiology + Behaviour Physiology + Behaviour
Goal of intervention • Explicitly described as restoring
neurophysiological functioning
• Equip client with affective state
management techniques
• Implicit goals are to switch to positive
mental focus and belief that wellness
can be achieved (akin to self-efficacy)
by stopping ‘physiological spirals’
• Equip patient with behavioural and cognitive
techniques
• Activity regulation – break boom and bust
cycle (achieve manageable activities and re-
increase to normal levels and pattern).
• Regulate sleep pattern
• Cognitive shift away from illness fears limiting
activity
• Equip patient with behavioural
techniques
• Activity regulation – break boom and
bust cycle of physical activity/exercise
(achieve manageable activities and re-
increase to normal levels and pattern).
Regulate sleep pattern
• Equip patient with behavioural techniques
• Activity regulation – break boom and bust
cycle of a range of activities e.g. school
attendance, extra-curricular activity, physical
activity etc. (achieve manageable activities
and re-increase to normal levels and
pattern).





















What Main ingredients of intervention
Specific elements of intervention
(below):
• Explanation of illness maintenance
model (as above) + explanation of
brain neuroplasticity and the concept
of excellence (can be taught)
• Language and focus shift:
– Switch from passive to active
language in relating to illness
– Positive filtering
– Stop symptoms focus – switch to
positive focus
• Technique rehearsal (with kinetic
elements – standing in different
positions for each step) the ‘mat work’:
– Self-monitoring of thoughts




– Visualisation for affective/
physiological state change
• Goal setting (positive, solution-
focused) – taking immediate action to
show change using technique;
reflecting on previous goal success (in
group)
• Explanation of illness maintenance model (as
above)
• Behavioural treatment (primary focus):
structuring of daily rest, sleep and activity, to
establish a stable baseline of general activities,
with a graduated return to normal activity –
breaking ‘boom and bust’ cycle. Bed and wake
time anchoring to establish more normal
routine. Cutting out daytime sleeping
• Cognitive treatment: Assessment of illness
beliefs and coping strategies, collaborative
challenging of unhelpful beliefs about
symptoms and activity (as they come up).
• Goal setting and reflection on previous goals
(successes, challenges) with practitioner;
collaborative problem-solving
• Explanation of illness maintenance
model (as above)
• Behavioural treatment: Establishing
manageable baseline of physical
activities (only) – usually begins with
reduction of activities
• Planned incremental increases in
physical activity – on basis of
physiological tolerance
• Bed and wake time anchoring to
establish more normal routine. Cutting
out daytime sleeping
• Explanation of illness maintenance model
(as above)
• Behavioural treatment: Establishing
manageable baseline of all activities,
including cognitive and physical, social and
emotional – usually begins with reduction of
activities
• Planned incremental increases in activity
on basis of tolerance
• Bed and wake time anchoring to establish
more normal routine. Cutting out daytime
sleeping
Monitor &stabilise activity (usually
starts with activity reduction) then
increase incrementally
N Y Y Y
Planned increases in activity Y – immediate increase based on
client’s ability to experience
physiological change and expanded
sense of what is achievable
Y – gradual Y – gradual Y – gradual
Specific encouragement of aerobic
exercise
N N Type of physical activity negotiated
with patient: gentle, manageable
activity encouraged, not necessarily
aerobic.
N
Direct challenge of unhelpful illness
beliefs
Y (beliefs questioned and discussed) Y N N
Implicit/explicit mechanisms of
effectiveness
Language and focus shift leads to
neurological change which brings
improved physiology enabling increase
in activity
Changing patterns of thoughts and behaviours
that maintain fatigue leads to change in fatigue
(and also in feelings)
Changing patterns of behaviours that
maintain fatigue leads to change in
fatigue
Changing patterns of behaviours that



















training and its concepts, while SMC assessment focuses on diagnosis. LP clients are
encouraged to engage with LP materials (audio/book) before completing an online
form and pre-course telephone call which includes assessment of their psychological
readiness to engage, belief that change is possible using the LP and belief in capability
to recover. For example, questions see Parker p. 122 [10]. Telephone coaching is provided
to support clients to become psychologically ready to proceed to the course at the facil-
itator’s discretion. By contrast, SMC approaches begin with CFS/ME diagnostic assessment
including whether a different primary diagnosis (such as mood/pain) may need treating
via referral to another service prior to beginning CFS/ME treatment. In SMC approaches, if
no other primary diagnoses are identified at assessment, treatment is offered without
explicitly assessing psychological readiness: patients can accept treatment or not. In con-
trast to SMC approaches, LP may be offered to those with different/multiple diagnoses as
it does not exclusively apply to CFS/ME.
Conceptualising CFS/ME: physiology, behaviour, cognitions and neurology
Both LP and all SMC approaches socialise the patient/client to the intervention includ-
ing some illness explanation and treatment (or ‘training’) rationale. While all recognise
that CFS/ME has multifactorial aetiology, often triggered by a physiological event (e.g.
acute infectious illness) in combination with other biopsychosocial triggers or predis-
posing factors (e.g. stressful life events, genetic predisposition) [3,24], the factors
involved in the maintenance of CFS/ME are central to interventions, and explanations
focus on these.
CFS/ME maintenance is conceptualised as a combination of physical and behavioural
factors in all SMC approaches (GET, AM and CBT-F), with CBT-F adding cognitive factors to
these (Table 2). Examples of CFS/ME-maintaining physical factors in SMC approaches are
sleep deregulation and circadian dysrhythmia [32]. Behavioural conceptualisations focus
on ‘boom-and-bust’ activity patterns of patients doing too much (physical activity in the
GET model, or all types of activity in AM) when feeling well, suffering payback (exacer-
bated symptoms) which can lead to continued reduction in activity and ongoing symp-
toms. Behavioural patterns associated with poor sleep such as irregular waking/
bedtimes, and daytime resting/napping are presented as part of the problem, as
ongoing fatigue is related to circadian dysrhythmia and compromised sleep quality.
This explanation establishes the rationale for behavioural interventions to regulate
activity levels and sleep.
CBT-F additionally focuses on cognitive aspects of maintaining cycles, for example
boom-and-bust patterns and over-focusing on symptoms can lead to fears that any
activity will cause harm or exacerbate illness [33,34]. Socialisation to CBT-F involves expla-
nations of the link between thoughts, behaviour, emotions and physical symptoms, often
presenting an illustrative diagram individualised around the patient’s presentation, such
as shown in Figure 1 – taken from a clinical manual recently developed by two of the
authors (ML, JS) [35]. This establishes the basis of the CBT-F approach in addressing cog-
nitions and behaviour to help break maintaining cycles of CFS/ME.
Contrastingly, LP maintains entirely neurophysiological and biological explanations,
conceptualising CFS/ME maintenance as sustained arousal of the autonomic system (or
heightened physical stress response), described as the ‘Physical Emergency Response’
(PER) [24]. The rationale centres on neurological rewiring to enable enhanced physiology
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and reduce the PER. Socialising to the model includes taught explanations (using illustra-
tive examples, metaphors and anecdotes) of brain–body connections and neuroplasticity
(e.g. placebo effects) which establish concepts of the brain’s power and adaptability, and
expectations for achieving rapid change via brain training.
Behavioural goals: gradual sleep and activity regulation versus immediate change
The LP and all SMC interventions include behavioural goal setting and progress checking,
with key differences in focus and timing. All SMC approaches focus primarily on sleep
regulation and activity management [36]. Sleep regulation involves advice and goal
setting to normalise sleep amounts, stop daytime napping and set consistent waking/
bedtimes to restore circadian rhythms. Behavioural approaches aim to break ‘boom-
and-bust’ patterns, beginning with assessment and monitoring of current activity levels
(AM and CBT-F focus on all types of activity; GET solely on physical activity), and establish-
ing manageable daily baseline activity levels, usually involving activity reduction (to a level
maintainable on ‘bad’ days). Once baseline activity level is established and maintained,
the practitioner helps patients implement planned incremental increases over many
weeks, aiming to regain normal functioning at a safe and individualised pace. Longer-
term goals usually focus on increasing school attendance and resuming social/leisure
activities. Fully normal activity may not be achieved by the end treatment, though treat-
ment aims to equip patients with tools for continued improvement, and CFS/ME relapse
prevention.
The specific CFS/ME behavioural elements (addressing sleep, monitoring/regulating
activity) of SMC approaches do not feature in LP, though client-led behavioural goal
Figure 1. CBT-F illustrated formulation of CFS/ME maintenance.
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setting does. Each LP course day ends with clients being asked to set behavioural goals to
demonstrate change since starting the LP. Goals usually focus on achievable activity
increase (e.g. shopping, walking, eating meals). By contrast to SMC approaches, goals
within LP are immediate, to be completed on the same day (after the 4-hour group
session) to report back the following day. This fits the intensive (three-day) format, as
well as the rationale of immediate neurological change. Clients are encouraged to use
brain training state management (the ‘mat work’, see below) to achieve an appropriate
physiological/emotional state for goal achievement.
Thoughts and beliefs: cognitive restructuring versus changing neurology
Both LP and CBT-F address thoughts (while behavioural approaches do not), and apply
comparable techniques, though using different terminology.
Cognitive elements of CBT-F address illness beliefs and coping strategies, collabora-
tively challenging unhelpful beliefs about symptoms and activity as they arise (e.g.
reframing achiness after physical activity as normal; challenging global beliefs such as
inability to recover; enhancing self-efficacy with respect to coping skills). The CBT illus-
tration as shown in Figure 1 maps out relationships between thoughts, feelings, behav-
iour and physiology as part of an individualised formulation of the patient’s problem to
show patients they can be active agents of change and break maintenance cycles of
fatigue by responding differently. An element of CBT-F is to address unhelpful c/ognitions
(e.g. symptom-focusing) by designing and conducting behavioural experiments and prac-
tising redirecting attention (e.g. to positive activities), and family members may be
encouraged to help [5]. This is designed to enable the patient to experience the
benefits of focusing on activities and move away from planning activity levels based
on subjective experience of current symptoms.
Similar elements are found in LP, which involves teaching the ‘structure of excellence’
in which the practitioner introduces the idea of ‘recipes for success’, teachable patterns to
consistently produce results every time (illustrative examples include footballers’ penalty
shooting and a practical exercise in which the group learns to spell a difficult word [37]).
LP introduces the concept of ‘Excellence of Limited Function’ (ELF), describing unhealthy
patterns of thinking and behaviour as ‘genius’ (e.g. a client can be a genius at discounting
positives or focusing on symptoms). Clients are taught that changing recipes can change
patterns to become excellent at what they want. This element includes explanations of
differences between facts and opinions, how different people respond in different ways,
the power of positivity and practical demonstrations of optical illusions and perception
filtering. Through these means, clients are encouraged to see the benefits of filtering
for positives and shifting away from symptom- and problem-focusing.
LP maintains physiological explanations throughout treatment, including for the use of
the ostensibly behavioural and cognitive techniques described above. While CBT
describes work on patient thoughts as ‘reframing’ or ‘cognitive restructuring’ [38], LP
characterises such techniques as ‘changing neurology’.
How to talk: symptoms and problems versus ‘du ing’ active, positive language
A key difference arises in language use, with the LP placing special emphasis on language,
where SMC approaches do not.
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In LP, clients are coached to use positive descriptive language and focus on positive
experiences (e.g. ‘I feel excited’; ‘It was awesome’), rather than negative reflections on
present/past ill health (e.g. ‘I felt awful all the time’), drawing on the neurological shift
rationale. LP practitioners coach clients to use ‘congruent’ vocal tone and body language
(e.g. talk in upbeat, confident tone, stand tall and smile), particularly when reflecting on
achievements since starting LP when reporting back on behavioural goals. During coach-
ing for positivity, expression of negative elements is deliberately discouraged. Negative
reports are addressed separately in terms such as clients feeling ‘stuck’. Similarly, the
LP intervention is termed ‘training’ rather than ‘treatment’, and young people are
‘clients’ not ‘patients’, aiming to distance from an illness model and foster an active
approach. This is different from SMC approaches where practitioners routinely ask
about symptoms, negative emotions and negative impacts of CFS/ME as well as positive
progress made, with little/no emphasis on communication style and language choice.
LP goes further and teaches the linguistic concept of ‘du ’ and passive versus active
language [12]. Clients are taught to change passive statements using the term, so for
example ‘I have anxiety’ becomes, ‘I’m du ing anxiety’; ‘I’m tired because… ’ becomes
‘I’m du ing tired’ aiming to transform problem feelings into active verbs. It is designed
to sound odd to disrupt habitual thinking, reminding clients of their agency in creating
solutions. CBT would term this ‘cognitive restructuring’, though would tend to foster
patient agency by examining unhelpful thought processes and conducting behavioural
experiments rather than changing language per se.
By contrast to LP, SMC practitioners encourage discussion of illness, symptoms and
impacts, exploring how to address these (using techniques described above). SMC
approaches to goal setting and reporting may account for framing effects in encouraging
patients to identify desired achievements in a positive way (e.g. CBT therapists may use
Socratic questioning to help patients reframe aims and/or progress made from negative
to positive, especially with negatively focused patients) but positive language focus/
coaching, is not core to SMC treatments for paediatric CFS/ME. LP places much greater
emphasis on this throughout all communication, including positive symptom checking
(e.g. ‘how energetic are you feeling?’), which contrasts with SMC assessment (e.g. ‘how
tired are you feeling?’) and future planning (‘how to excel in all situations’) rather than
SMC approaches’ ‘relapse prevention’.
In the moment: cognitive control versus emotional/physical state management
LP clients are taught a kinetic technique involving self-monitoring, thought stopping and
self-coaching with visualisation which SMC approaches do not. This main LP technique
(called ‘the mat work’) is presented as brain training to be rehearsed in all situations
where the client notices thoughts, conversation or feelings going in a direction that is
not ‘life enhancing’ (termed ‘the pit’). The rationale is to change neurophysiology via com-
passionate self-coaching into the most helpful state (e.g. calm/energetic/focused) for their
situation. The desired state focuses on how the client wants to feel (physically/emotion-
ally) at the moment. The ‘mat work’ is taught via physical and verbal demonstration, with
clients going through stages in front of the group, standing on prescribed positions on a
special mat for each stage – see Figure 2. At least initially, most verbal self-coaching
aspects are scripted, which clients learn by rote. There are spaces for individualised
elements within the technique (e.g. affirmations for the self-coach to say).
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As a comparison, a technique described as ‘CBT in a nutshell’ (an online resource for
use by clinicians and patients) [39] parallels this exercise, based on the acronym
‘STOPP’– see Figure 2. While there are key similarities between these techniques (e.g.
concise real-time techniques, aiming to break response patterns based on thought/reac-
tion monitoring and a self-referential ‘stop’), there are key differences. CBT-F and the
STOPP encourage analysis of cognitions aiming for outcomes of (cognitively) decided
actions. The LP discourages engagement with cognitions, aiming instead for physiologi-
cal/emotional shift using visualisation, which is not a core component of CBT-F (though
can be included as part of a suite of CBT techniques) [40]. The kinetic elements and
language emphasis are unique to the LP technique.
Discussion
While notable similarities were found between LP and SMC approaches, CBT-F in particu-
lar, we have shown key differences including how the interventions are delivered, and dis-
tinct elements of LP content, namely; positive language coaching, neurophysiological
rationale, and explicit focus on emotional/physical (rather than cognitive) shift.
Findings in the context of literature
That overlaps exist between LP and SMC approaches is not unexpected. Comparisons of
many talk-based treatments/interventions have shown trans-therapeutic elements to
account for variance in post-treatment outcomes for different conditions, for example;
fostering positive expectations of treatment, therapeutic alliance, empathy and collabora-
tive goal agreement [41,42]. The importance of the therapeutic relationship has been well
documented, for example, a task force presentation of meta-analyses concluded that the
Figure 2. Comparison of ‘in the moment’ techniques: the LP’s ‘mat work’ and the CBT ‘STOPP’.
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therapeutic relationship is fundamental to the outcome of all talking therapies, indepen-
dently of the specific treatment type and the method itself [43]. Looking specifically at
CFS/ME treatment, a Dutch study has shown the patient-rated therapeutic relationship
to explain 25% variance in post-treatment fatigue after CBT treatment for adults with
CFS/ME [44]. Interestingly, key elements of the therapeutic relationship measure used
in this study included expectations of recovery and task agreement, with the authors com-
menting that task agreement is likely related to the perceived credibility of the rationale
of CBT for CFS, which we discuss further below.
Intervention delivery
While not all LP practitioners have recovered from CFS/ME (or other conditions) using LP,
the two thirds who have tend to disclose this. In doing so, they are role-modelling success
from following LP, which according to Social Cognitive Theory (SCT) [45] powerfully influ-
ences behaviour, an element absent from SMC approaches. This aspect may also tap into
key aspects of successful therapeutic interventions: building trust in the therapist and
increasing engagement and belief in the intervention.
While LP describes the group delivery as enhancing learning and neurological shift
from an increased volume of learning/observing the processes (i.e. repeated for each
member of the group in turn), it will also add further SCT behavioural motivation in
role-modelling of success by group members. There is evidence of patients’ positive
experiences of group delivery that fits these ideas [19], with young people reporting
that the group aspect fostered learning from each other and enhanced engagement
and commitment. Interestingly, group-delivered CBT-F has not been found to be
effective in adults [46,47], though young people with CFS/ME have a desire to connect
with peers with similar experiences [48]. Inevitably the therapeutic relationship, key to
treatment success, is somewhat limited in a brief group format compared to longer-
term one-to-one approaches. Patient preference will be paramount. While a group
format may have a role in enhancing some treatment effects or commitment for those
who engage with this, it may be prohibitive for some young people suffering CFS/ME
who are more comfortable with a one-to-one relationship.
Intervention Content
By comparison with the SMC focus on diagnosis in assessing treatment suitability, LP
assessment of readiness may enhance client engagement in the intervention from the
start. This relates to the Transtheoretical model [49] concept of the need to match
clients’ state of readiness to engage with appropriate interventions. As described by
Miller [50] in discussing the effectiveness of Motivational Interviewing interventions,
taking action (e.g. making change plans) before a client is psychologically ready can be
counterproductive. It is worth noting in this context that the current reality for paediatric
CFS/ME in the UK is that families often struggle to gain a diagnosis and treatment access,
had varied primary care assessments and/or prior treatment, often meaning pushing
through multiple barriers to reach SMC [51,52]. While not a measure of ‘readiness to
change’ per se, families may have had to exceed a threshold of determination and motiv-
ation to reach specialist treatment, though this may be more indicative of parent, rather
than patient, motivation.
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The LP’s consistent physical/neurological explanatory framework for intervention
content, even for largely behavioural (e.g. goals) and cognitive (e.g. challenging beliefs)
elements, may enhance acceptance and engagement from some clients compared with
the (behavioural/cognitive) treatment rationale in SMC approaches. CFS/ME is a stigmatis-
ing condition for which any psychological explanations can be problematic [53]. Qualitat-
ive studies showed both adults and children found the LP theoretical rationale and CFS/
ME explanation helpful [19,20], and quantitative evidence indicates that a biological
rationale for CFS/ME treatment can enhance patient engagement and outcomes [32].
In a review of evidence of common factors in therapy, Wampold [54] states that the expec-
tation of a successful outcome from treatment is essential to treatment engagement –
and the self-efficacy and mastery beliefs required to implement changes – and that
patients’ belief in the therapeutic rationale provided is critical to this expectation
pathway. Where many CFS/ME patients attribute symptoms to a physical cause [55],
there are good reasons to suggest a physical justification for (and throughout) treatment
may be beneficial to patients.
We identified the LP focus on language style as distinct from SMC approaches. Parallels
can be drawn with narrative therapy, which encourages patients to move on from limiting
self-descriptions and choose a story of who they want to be [56], and solution-focused
therapy, which directly encourages positive filtering and focusing on strengths and sol-
utions [57]. Hansen and Zech [58] provide a compelling argument for the importance
of clinician language and directing of patient attention in influencing clinical outcomes,
describing evidence of nocebo (poorer outcomes from clinicians’ negative suggestions)
and placebo effects of clinicians’ verbal communication across a range of medical inter-
ventions. While positive filtering/focus is a core component of both positive psychology
and solution-focused therapy which have influenced CBT and behavioural approaches
[59], it is not core to SMC treatments for CFS/ME. While CBT-F often includes shifting
patient attention away from symptoms (to break negative cycles), language style is not
addressed. There is evidence that shifting focus away from symptoms in CFS/ME treat-
ment mediates fatigue outcomes [60,61]. Corresponding shifts in language (away from
illness narratives) could serve to enhance such attentional shift effects.
There is limited, thoughmixed, evidenceofperceivedbenefits fromthosewhohave taken
LP of both the ‘non-ill’ language and the immediate behavioural changes (as opposed to the
more gradual change in SMC approaches) encouraged by the approach. Some found these
aspects helpful, andothers interpreted it as denying illness limitations and feelingblamed for
not recovering [19]. LP encourages immediate activity-based goals to be selected by clients
and enacted on the same day, whereas SMC approaches encourage gradual change always
starting with sleep regulation and usually activity reduction. These differences are likely to
impact task/goal agreement, which as we have stated, is a core transtheoretical feature of
successful therapy, and worth exploring further with respect to CFS/ME outcomes.
Reme et al [19] also provided evidence that young people with CFS/ME experience the
main LP simple practical technique (the ‘mat work’) as helpful. While LP has elements that
address cognitions, the main technique explicitly targets affective/physiological shift
while bypassing cognitions in a way that does not feature in SMC approaches to paedia-
tric CFS/ME, using visualisation, compassionate self-coaching and kinetic elements
drawing on somatic learning approaches [62], towards this aim. Compassion-focused
therapies such as acceptance and commitment therapy (ACT) similarly foster self-
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soothing of emotions and avoidance of engaging with cognitions [63,64] and ACT has
also shown promise in treating CFS/ME. A recent study showed a 3.5-week ACT pro-
gramme reduced fatigue and increased quality of life in CFS/ME patients [65], though
the mechanism of action remains unclear.
Strengths and limitations
This paper is the first to explore key similarities and differences between the Lightning
Process and NHS Specialist Medical Care approaches for treating paediatric CFS/ME and
its strength lies in illuminating core features of the LP approach in the context of established
NHS therapies. We selected a recommended intervention reporting template (the TIDieR
template) [25] to structure our presentation of the key intervention elements to enable
clear comparisons. We recognise that interpretation and selection of intervention elements
to report in a paper such as this can be influenced by author backgrounds (a limitation of any
such paper). In consideration of this, consultation with practicing specialist NHS paediatric
CFS/ME clinicians and LP practitioners (and their inclusion as co-authors) ensured a balanced
approach across the interventions of interest and clinical expertise represented.We acknowl-
edge that including the designer of the LP (PP) may have influenced the presentation of LP
compared to SMC approaches as designers of GET, AM or CBT were not involved. However,
LP is less understood than CBT and behavioural treatments with far less literature, and we
chose to include PP to enable a full check of understanding to strengthen the presented
comparison. A limitation is that SMC clinicians came from one South West UK service
which may have limited the discussion on generalised SMC approaches, though the
service is the largest in the UK and follows national treatment guidelines.
The SMILE Trial, which inspired this further exploration of LP, gave impressive results of
LP improving outcomes for young people with CFS/ME. However, a limitation of the trial is
that patient and parent preference influenced families’ willingness to consider partici-
pation [17,66], and the trial was relatively small, so the results may not be applicable to
all. Those who had LP had SMC simultaneously, and the LP has not been tested in a
trial as a standalone treatment. SMILE Trial participants reported conflicting activity
advice between SMC (e.g. initial activity reduction then very gradual increase) and LP
(e.g. immediately start returning to normal such as attending school), and had to navigate
these themselves. Therefore more research is needed before LP should be recommended
within the NHS.
It is vital to address the issue of suboptimal treatment in paediatric (and all) CFS/ME
treatment. There will never be a one size fits all for treatments, and inevitably patient pre-
ference will factor into what is acceptable and what works for whom. While no approach is
perfect, continued efforts need to explore every potential for improving treatment, build-
ing on existing treatments, uncovering mechanisms of effectiveness as well as exploring
other (e.g. novel pharmacological) therapies. CFS/ME is chronically underfunded and
more research and treatment is needed.
Research recommendations.
We recommend the following areas for future research: (i) Conducting a large-scale clini-
cal trial comparing LP alone against CBT-F for treating paediatric CFS/ME and including
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measures of candidate mechanisms of intervention effects (e.g. therapeutic alliance,
readiness to change, treatment engagement/belief in the model, attention shift, goal
agreement); (ii) Conducting trials to test adding distinct elements of LP to SMC
approaches to explore effectiveness (e.g. training SMC therapists in LP language style;
provision of physiological rationale for all treatment elements; compassionate self-coach-
ing and visualisation for shifting affect/physical state); (iii) Exploring in detail interactions
between practitioners and young people within interventions, with a particular focus on
the LP language coaching and how this might impact recovery from CFS/ME. A conversa-
tion analysis of audio-recordings of LP sessions is underway.
Conclusion
We have helped define LP in the context of NHS treatment for paediatric CFS/ME, high-
lighting key similarities and differences between approaches. Particular parallels were
found between LP and CBT-F approaches, though we have presented key differences
in rationale, content and delivery that indicate that LP brings new avenues to explore
with an aim of enhancing patient care.
Notes
1. It is to be noted that as is usual for the LP intervention, the course was not exclusively for CFS/
ME and the group included adults as well as teenagers.
2. Included here rather than in mode of delivery/access section due to comparing assessment
content.
Data availability statement
Data sharing is not applicable to this article as no new data were created or analysed in this study
Acknowledgements
This report is independent research. The views expressed in this publication are those of the
authors, not of the Linbury Trust, the NHS, the National Institute for Health Research or the Depart-
ment of Health and Social Care.
Disclosure statement
Two co-authors are LP practitioners and so have a financial interest in the LP. None of the other
authors have any conflicts of interest to report.
Funding
This research was funded by the Linbury Trust (Grant no: LIN2623). During data collection, EC was
funded by a National institute for Health Research Senior Research Fellowship (SRF-2013-06-013).
ML is funded by the National Institute for Health Research (Doctoral Research Fellowship, DRF-
2016-09-021).
94 E. C. ANDERSON ET AL.
Notes on contributors
Dr Emma C. Anderson is a University of Bristol Research Fellow and Health Psychologist.
Dr Maria Loades is a Clinical Psychologist and Senior Lecturer on the Doctorate in Clinical Psychol-
ogy programme at the University of Bath. She holds an NIHR Doctoral Research Fellowship to inves-
tigate depression in paediatric CFS and worked clinically in the Specialist Paediatric Fatigue service
at the Bath Royal United Hospital from 2014–2018.
Dr Jennifer Starbuck is a Clinical Psychologist working at the Bath Royal United Hospital Specialist
Paediatric Fatigue service.
Dr Phil Parker is the designer of the Lightning Process, and lectures at London Metropolitan
University.
Fiona Finch is an advanced Lightning Process practitioner and occupational therapist and is
Research Lead for the Lightning Process Register.
Dr Rebecca Barnes is a Senior Qualitative Researcher in the Nuffield Department of Primary Care
Health Sciences, University of Oxford and Honorary Senior Research Fellow at the University of
Bristol.
Dr Lucy Beasant is a Senior Research Associate at the University of Bristol.
Professor Esther Crawley is Professor of Child Health at the University of Bristol and lead of the Bath
Royal United Hospital Specialist Paediatric Fatigue service.
References
[1] Muller AE, Tveito K, Bakken IJ, et al. Potential causal factors of CFS/ME: a concise and systematic
scoping review of factors researched. J Transl Med. 2020;18(1):484.
[2] National Institute for Health and Care Excellence (NICE). Chronic fatigue syndrome/myalgic
encephalomyelitis (or encephalopathy): Diagnosis and management of CFS/ME in adults
and children; 2007.
[3] Whiting P, Bagnall A-M, Sowden AJ, et al. Interventions for the treatment and management of
chronic fatigue syndrome: a systematic review. JAMA. 2001;286(11):1360–1368.
[4] Stulemeijer M, de Jong LWAM, Fiselier TJW, et al. Cognitive behaviour therapy for adolescents
with chronic fatigue syndrome: randomised controlled trial. Br Med J. 2005;330(7481):14–14.
[5] Nijhof SL, Bleijenberg G, Uiterwaal CS, et al. Effectiveness of internet-based cognitive behav-
ioural treatment for adolescents with chronic fatigue syndrome (FITNET): a randomised con-
trolled trial. Lancet. 2012;379(9824):1412–1418.
[6] Knight SJ, Scheinberg A, Harvey AR. Interventions in pediatric chronic fatigue syndrome/
myalgic encephalomyelitis: a systematic review. J Adolesc Health. 2013;53(2):154–165.
[7] Gordon B, Lubitz L. Promising outcomes of an adolescent chronic fatigue syndrome inpatient
programme. J Paediatr Child Health. 2009;45(5):286–290.
[8] Smith SN, Crawley E. Is there effective behavioural treatment for children with chronic fatigue
syndrome/myalgic encephalomyelitis? Arch Dis Child. 2013;98(7):561–563.
[9] National Institute for Health and Clinical Excellence (NICE). Guideline: Myalgic encephalomye-
litis (or encephalopathy)/chronic fatigue syndrome: diagnosis and management. Draft for con-
sultation, NICE; November 2020 [cited 2021 Apr 23]. Available from: https://www.nice.org.uk/
guidance/gid-ng10091/documents/draft-guideline.
[10] Parker P. An introduction to the Lightning Process®: The first steps to getting well. London: Hay
House, Inc; 2012.
[11] Parker P. Get the life you love, now: how to use the Lightning Process® toolkit for happiness
and fulfilment. London: Hay House; 2013.
[12] Parker P. Dû - unlock your full potential with a word. London: Nipton Publishing; 2011.
[13] Parker P. The lightning process: using neuroscience to rebuild health [cited 2018 Oct 09].
Available from: https://lightningprocess.com/step-1-lp-home-study-section/.
FATIGUE: BIOMEDICINE, HEALTH & BEHAVIOR 95
[14] Finch F. Lightning Process - outcome measures study: interim report. Philparker.org; 2013
[cited 2019 Jul 02]. Available from: https://philparker.org/wp-content/uploads/2013/12/
Outcomes-measures%202013.pdf.
[15] Crawley E, Mills N, Beasant L, et al. The feasibility and acceptability of conducting a trial of
specialist medical care and the lightning process in children with chronic fatigue syndrome:
feasibility randomized controlled trial (SMILE study) [Randomized controlled trial research
support, non-U.S. Gov’t]. Trials. 2013;14:415. DOI:10.1186/1745-6215-14-415.
[16] Crawley E, Mills N, Hollingworth W, et al. Comparing specialist medical care with specialist
medical care plus the Lightning Process for chronic fatigue syndrome or myalgic encephalo-
myelitis (CFS/ME): study protocol for a randomised controlled trial (SMILE trial) [comparative
study randomized controlled trial research support, non-U.S. Gov’t]. Trials. 2013;14:444.
DOI:10.1186/1745-6215-14-444.
[17] Crawley EM, Gaunt DM, Garfield K, et al. Clinical and cost-effectiveness of the Lightning Process
in addition to specialist medical care for paediatric chronic fatigue syndrome: randomised con-
trolled trial. Arch Dis Child. 2018;103(2):155–164.
[18] Parker P, Aston J, De Rijk L. A systematic review of the evidence base for the Lightning Process.
EXPLORE; 2020.
[19] Reme SE, Archer N, Chalder T. Experiences of young people who have undergone the
Lightning Process to treat chronic fatigue syndrome/myalgic encephalomyelitis–a qualitative
study. Br J Health Psychol. 2013;18(3):508–525.
[20] Sandaunet AG, Salamonsen A. CFS-/ME-pasienters ulike erfaringer med Lightning Process.
Sykepleien Forskning. 2012;7(3):262–268.
[21] Hageberg IMF. Utmattelse hos barn og unge:-har Lightning Process en plass i behandlingen?;
2010.
[22] Arch JJ, Craske MG. Acceptance and commitment therapy and cognitive behavioral therapy for
anxiety disorders: different treatments, similar mechanisms? Clin Psychol Sci Pract. 2008;15
(4):263–279.
[23] Hawkes N. Training for children with chronic fatigue works better than medical care alone,
finds study. Br Med J. 2017;358:j4372.
[24] Parker P, Aston J, Finch F. Understanding the Lightning Process approach to CFS/ME; a review
of the disease process and the approach. J Exp Psychother. 2018;21(2):21–28.
[25] Hoffmann TC, Glasziou PP, Boutron I, et al. Better reporting of interventions: template for inter-
vention description and replication (TIDieR) checklist and guide. Br Med J. 2014;348:g1687.
[26] Brigden A, Beasant L, Hollingworth W, et al. Managed activity graded exercise iN teenagers and
pre-adolescents (MAGENTA) feasibility randomised controlled trial: study protocol. BMJ Open.
2016;6(7):e011255.
[27] Burgess MC, Chalder T. PACE manual for therapists. Cognitive behaviour therapy for CFS/ME;
2004 [cited 2018 Oct 15]. v2 Available from: https://me-pedia.org/images/7/7a/PACE-cbt-
participant-manual.pdf.
[28] White PD, Sharpe MC, Chalder T, et al. Protocol for the PACE trial: a randomised controlled trial
of adaptive pacing, cognitive behaviour therapy, and graded exercise as supplements to stan-
dardised specialist medical care versus standardised specialist medical care alone for patients
with the chronic fatigue syndrome/myalgic encephalomyelitis or encephalopathy. BMC
Neurol. 2007;7(1):6.
[29] Lloyd S, Chalder T, Rimes KA. Family-focused cognitive behaviour therapy versus psycho-edu-
cation for adolescents with chronic fatigue syndrome: long-term follow-up of an RCT. Behav
Res Ther. 2012;50(11):719–725.
[30] Bennett-Levy J, Thwaites R, Haarhoff B, et al. Experiencing CBT from the inside out: A self-prac-
tice/self-reflection workbook for therapists. London: Guilford Publications; 2014.
[31] Haarhoff B, Thwaites R. Reflection in CBT. London: Sage; 2015.
[32] Powell P, Bentall RP, Nye FJ, et al. Randomised controlled trial of patient education to encou-
rage graded exercise in chronic fatigue syndrome. Br Med J. 2001;322(7283):387.
[33] Browne T, Chalder T. Chronic fatigue syndrome. Psychiatry. 2006;5(2):48–51.
96 E. C. ANDERSON ET AL.
[34] Baker R, Shaw E. Guidelines: diagnosis and management of chronic fatigue syndrome or
myalgic encephalomyelitis (or encephalopathy): summary of NICE guidance. Br Med J.
2007;335(7617):446–448.
[35] Loades M, Starbuck J. CBT for CFS therapist manual. Bath, UK: Paediatric CFS Team, Royal
United Hospital; 2020 [cited 2021 Feb 22].
[36] National Institute for Health and Clinical Excellence (NICE). Chronic fatigue syndrome/myalgic
encephalomyelitis (or encephalopathy). Diagnosis and management of CFS/ME in adults and
children. Quick Reference Guide. NICE Clinical Guideline 53. NICE; 2007.
[37] Dilts R, Delozier J. Encyclopedia of systemic neuro-linguistic programming and NLP new
coding. California: NLP University Press; 2000.
[38] Clark DA. Cognitive restructuring. The Wiley handbook of cognitive behavioral therapy.
Oxford: Wiley; 2013. p. 1–22.
[39] Vivyan C. STOPP - CBT in a nutshell 2000-2018 [cited 2019 Mar 27]. Available from: https://
www.getselfhelp.co.uk/stopp.htm#HOW_TO_USE_STOPP.
[40] Loades M, Clark S, Reynolds S. Managing negative thoughts, Part 2: Positive imagery, self-talk,
thought stopping, and thought acceptance. Evidence-based CBT for anxiety and depression in
children and adolescents: a competencies-based approach. 2014. p. 176–193.
[41] DeFife JA, Hilsenroth MJ. Starting off on the right foot: common factor elements in early psy-
chotherapy process. J Psychother Integr. 2011;21(2):172–191.
[42] Wampold BE. How important are the common factors in psychotherapy? An update. World
Psy. 2015;14(3):270–277.
[43] Norcross JC, Wampold BE. Evidence-based therapy relationships: research conclusions and
clinical practices. Psychotherapy. 2011;48(1):98–102.
[44] Heins MJ, Knoop H, Bleijenberg G. The role of the therapeutic relationship in cognitive behav-
iour therapy for chronic fatigue syndrome. Behav Res Ther. 2013;51(7):368–376.
[45] Bandura A. Social foundations of thought and action. Englewood Cliffs, NJ: Pearson; 1986.
[46] Bazelmans E, Prins J, Lulofs R, et al. Cognitive behaviour group therapy for chronic fatigue syn-
drome: a non-randomised waiting list controlled study. Psychother Psychosom. 2005;74
(4):218–224.
[47] O’dowd H, Gladwell P, Rogers C, et al. Cognitive behavioural therapy in chronic fatigue syn-
drome: a randomised controlled trial of an outpatient group programme. Health Technol
Assess-Southampton. 2006;10(37).
[48] Brigden A, Barnett J, Parslow RM, et al. Using the internet to cope with chronic fatigue syn-
drome/myalgic encephalomyelitis in adolescence: a qualitative study. BMJ Paediatrics Open.
2018;2(1):e000299.
[49] Prochaska JO, DiClemente CC. The transtheoretical approach: crossing traditional boundaries
of therapy. Las Vegas: Krieger Pub Co; 1994.
[50] Miller WR, Rollnick S. Ten things that motivational interviewing is not. Behav Cogn Psychother.
2009;37(2):129–140.
[51] Beasant L, Mills N, Crawley E. Adolescents and mothers value referral to a specialist service for
chronic fatigue syndrome or myalgic encephalopathy (CFS/ME). Prim Health Care Res Dev.
2014;15(2):134–142.
[52] Webb CM, Collin SM, Deave T, et al. What stops children with a chronic illness accessing health
care: a mixed methods study in children with Chronic Fatigue Syndrome/Myalgic
Encephalomyelitis (CFS/ME). BMC Health Serv Res. 2011;11(1):308.
[53] Banks J, Prior L. Doing things with illness. The micro politics of the CFS clinic. Soc Sci Med.
2001;52(1):11–23.
[54] Wampold BE. How important are the common factors in psychotherapy? An update. World
Psych. 2015;14(3):270–277.
[55] Deale A, Chalder T, Wessely S. Illness beliefs and treatment outcome in chronic fatigue syn-
drome. J Psychosom Res. 1998;45(1):77–83.
[56] Morgan A. What is narrative therapy? Adelaide: Dulwich Centre Publications; 2000.
[57] O’Connell B. Solution-focused therapy. London: Sage; 2005.
FATIGUE: BIOMEDICINE, HEALTH & BEHAVIOR 97
[58] Hansen E, Zech N. Nocebo effects and negative suggestions in daily clinical practice - forms,
impact and approaches to avoid them. Front Pharmacol. 2019;10(77).
[59] Bannink FP. Positive CBT: from reducing distress to building success. J Contemp Psychother.
2014;44(1):1–8.
[60] Wiborg JF, Knoop H, Prins JB, et al. Does a decrease in avoidance behavior and focusing on
fatigue mediate the effect of cognitive behavior therapy for chronic fatigue syndrome? J
Psychosom Res. 2011;70(4):306–310.
[61] Moss-Morris R, Sharon C, Tobin R, et al. A randomized controlled graded exercise trial for
chronic fatigue syndrome: outcomes and mechanisms of change. J Health Psychol. 2005;10
(2):245–259.
[62] Freiler T. Learning through the body. New directions for adult continuing education. 2008
(119):37-47.
[63] Gilbert P. Introducing compassion-focused therapy. Adv Psychiatr Treat. 2009;15(3):199–208.
[64] Hayes SC, Luoma JB, Bond FW, et al. Acceptance and commitment therapy: model, processes
and outcomes. Behav Res Ther. 2006;44(1):1–25.
[65] Jacobsen HB, Kallestad H, Landrø NI, et al. Processes in acceptance and commitment therapy
and the rehabilitation of chronic fatigue. Scand J Psychol. 2017;58(3):211–220.
[66] Beasant L. A qualitative exploration of treatment preference in paediatric randomised con-
trolled trials. Doctoral dissertation. Bristol: University of Bristol; 2018.
98 E. C. ANDERSON ET AL.
